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by 'Irudy Richardson 
A lberta newspapers, radio stations, and television channels are filled with the big news of a ''nursing shortage''. According to the media, we 
have a full-blown crisis in our hospitals and health units 
- not enough nurses. 
The truth is both simpler and more complex than 
what we are told in the media. Simply stated, there is no 
"nursing shortage". According to a June 1988 study 
recently released by the Alberta Professions and Occu-
pations Bureau, the projected supply of R.N.'s in 1988 is 
22,039 for 15,195 full-time equivalent positions. These 
figures state that right now we have an over-supply of 
nurses; and long-range projections forecast a continuing 
yearly over-supply through 1992. 
So why are there over 400 vacant positions in Calgary 
and Edmonton combined? Why are there vacancies in 
hospitals like Lethbridge and Red Deer which seldom 
have vacancies? And why are there vacancies in cities 
and towns all over the province? The fact is that there 
are more nurses than positions. The vacancies are due 
not to a shortage of registered warm bodies, but to a 
shortage of nurses willing to work as nurses. And it is 
no mystery why nurses do not want to work as nurses. 
11,500 U.N.A. members went on an illegal strike to tell 
ment and the employers why. And did they 
listen? No! They were too busy hauling nurses off to 
court, filing unfair labour complaints, and disciplining 
and terminating strikers. Did they listen when the 
U.N.A. Hospital Negotiating Committee gave them a 
second chance at the benefits negotiating table? No! They 
refused all U.N.A. efforts (see page 3) to secure 
improved benefits for hospital nurses. 
There is no nursing shortage; there is a serious short-
age of nurses willing to nurse. U.N.A. would welcome 
the employers' request to re-open the Collective Agree-
ment in order to provide increased wages, improved 
benefits, no working alone provisions, increased 
premiums, and guaranteed adequate orientation to new 
employees, floats, and casuals. Short of providing 
improvements in wages and working conditions, the 
employers and the government are left with a growing 
"shortage" which cannot be resolved except in such 
politically dangerous ways as closing beds or leaving 
new hospitals standing unopened and empty. 
U.N.A. is daily hearing of such ridiculous management 
schemes as compulsory overtime and refusals to accept 
resignations. Unless and until the employers seriously 
address the real problems, more and more nurses will 
find gainful employment outside of nursing. 
In March of this year U.N.A. presented a lengthy brief 
to the Hyndman Commission on the Future of Health 
Care for Albertans. In May the Commission released its 
interim findings. On none of our major concerns, did 
the Hyndman Commission respond. It is an outrageous 
misuse of taxpayers' dollars to have the government 
fund this Commission to do nothing of significance or 
importance. 
As long as the employers and the government refuse to 
deal effectively with the situation of nursing, they will 
be faced with both an over-supply of nurses and an 
increasing demand for nurses - a complete contradiction 
to the supply-demand theory of economics. If nurses' 
concerns are not addressed, hospitals and health units 
could quickly face a permanent and crippling shortage of 
skilled nurses willing to work in the present abysmal 
conditions. 
The choice is theirs - improve wages and conditions, 
or pay the price. Meanwhile individual nurses exercise 
their own choices, and nursing often is not one of them. 
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Staff Changes 
New Executive Director 
The Executive Board of U.N.A. has appointed Doctor 
Ron Levesque to the position of Executive Director. Ron 
began work in his new job June 20, 1988. 
Ron comes to U.N.A. with a long history of union work 
as well as with a background in research and political 
science. 
Ron has been employed by the Canadian Association 
of University Teachers since 1976, first as a Senior Collec· 
tive Bargaining Officer and in his most current position 
as Associate Executive Director since 1981. He has also 
worked in the capacity of Executive Director for C.A.U.T. 
when he replaced the Executive Director during his leave 
of absence and sabbatical of one year each. 
Ron's previous experience prior to joining the C.A.U.T. 
was as Research Director, N.D.P. Federal Caucus; Politi· 
cal Affairs, Oxfam Canada; Assistant Professor, Political 
Science Department, St. Mary's University, Halifax, Nova 
Scotia; Assistant Professor, Bishops University, Lennox-
ville, Quebec; and Lecturer at the University of British 
Columbia, Vancouver. During a recent sabbatical leave 
he was in New Zealand working for the New Zealand As-
sociation of University Teachers on their organizational 
needs. 
Ron holds a RA., M.A. and Phd. in Political Science, 
and was awarded several fellowships in University. 
The position of Executive Director in U.N.A. gives Ron 
the responsibility for the overall day-to·day administra-
tion of the Union, and the Executive Director is the Chief 
Negotiator for all Union bargaining. 
On behalf of the members of U.N.A., the Executive 
Board, and the staff we welcome Ron to his new job with 
the Union. 
New Staff in Calgary 
Calgary office is the new worksite for two former U.N.A. 
members recently hired as Employment Relations 
Officers. And Calgary also has a new temporary secre· 
tary receptionist. 
Laurie Coates began as a permanent E.R.O. on April29, 
1988. Laurie served on the UNA Executive Board for six 
years between 1981 and 1987. She chaired the Education 
Committee for three years, and the Patient Classification 
Committee for three years. Most recently Laurie was Lo-
cal President of the Holy Cross Hospital, Calgary. Laurie 
has been active in her Local since 1977 sitting on various 
committees. She has been a key organizer in South Cen-
tral District and brings a solid knowledge of the organi· 
zation to her new job. 
Barb Strange, president of Local #1 at the Calgary Gener-
al has been appointed to the temporary ERO job, replac-
ing Marilyn Vavasour who is on a maternity leave. 
Congratulations, Marilyn, on your new son, Jeffrey. Barb 
has been active in South Central district and has had much 
experience in the handling of grievances and PRC com-
plaints. In many ways Barb led the provincial fight in April 
of 1987, against layoffs. She started June 13, 1988, as ERO, 
and is spending the summer replacing David Thomson 
in the Edmonton office. She takes up her Calgary job in 
late August. 
Kate Locking. the permanent secretary/receptionist in 
Calgary is on maternity leave and is the happy mother of 
her first baby, Christopher. Sharon Harding has been hired 
to replace Kate and began work May 16, 1988. Sharon finds 
the job fulfill ing and is proving to be a most capable secre· 
tary/receptionist. 
Michael Mearns remains the most senior U.N.A. Em· 
ployment Relations Officer and continues to provide con· 
tinuity and stability in the midst of all the Calgary changes. 
UNA welcomes the three new staff people to theCal· 
gary office, and promises challenging work in the months 
ahead. 
Changes in the Edmonton Office 
David Thomson, senior E.R.O. in the Edmonton office, 
and recently acting in the capacity of executive director, 
ended his employment with UNA on June 3, 1988. 
David gained a strong reputation for servicing his Lo· 
cals with expert labour relations advice, and has been the 
Chief Negotiator for numerous Collective Agreements in-
cluding the latest hospital contract. Members in hospitals, 
nursing homes and health units, have all had the benefit 
of David's skills and abilities. He has been on staff since 
1978, and been active in all hospital and health unit strikes 
since that time. 
It is with a real sense of loss that we said goodbye to 
David, who has been a devoted E.R.O. and a wonderful 
colleague. To him we extend the thanks of all the mem· 
bers of UNA and of all the staff. 
Chris Rawson, while not presently employed by U.N.A. 
(she returned to her New Democrat job after the hospital 
strike) is leaving Edmonton to take up a new position as 
the Executive Director of the Saskatchewan Union of 
Nurses. She leaves in early August. UNA knows that 
Saskatchewan nurses have chosen wisely and well and 
we wish Chris every success in our sister union. 
Trudy Richardson, presently the Education/Publication 
Officer for U.N.A. has been appointed to David Thorn· 
son's E.R.O. position effective Sept. 1988. The E.P.O. po-
sition has been advertised . 
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UNA Executive 
Board Report 
by David Harrigan, Vice-President 
The Executive Board of the U.N.A. met for its regular meeting on June 1, 2 and 3. In the interest 
of cost savings, it had been decided to hold the meeting over a three-day period rather than the cus-
tomary four days. The entire membership of the Board was in attendance, with Sharon Huff replacing 
Dallas Szarko, a South District Representative who has recently left U.N.A. (The South District has 
since elected Mary Kennes to serve as District Rep. until the next Annual Meeting). Three Local Presi-
dents from the Calgary area {Donnie Meehan Local #121-H, Pam Liegerot Local #47 and Melanie Garces 
Local #121-C) were in attendance as observers, as were Ruth Heather from Local #33 and Heather 
Smith from Local #79. 
The first item of business dealt with was a report from the hospital negotiating committee regarding 
the benefit package negotiations. After much discussion and debate the negotiating committee received 
approval to negotiate improved dental coverage, providing that the cost not be more than six dollars 
per two week pay period. As most members are aware, the negotiations with the AHA are now corn·. 
plete, and U.N.A. was unable to effect any change in our benefits. The Board did pass a proposal call-
ing on U.N.A. to investigate the feasibility of the Union assuming complete administration of our benefits 
plan. This report is expected to be completed prior to the next round of hospital negotiations. 
Another highly-debated topic was whether or not U.N.A. should have a policy of using union goods 
and services when possible. After originally being defeated {with Glen Fraser, South Central District 
Representative, and Dave Harrigan, Vice-President, having their yes votes recorded) the issue was recon-
sidered and it was decided that where quality and costs are competitive, U.N.A. will utilize union goods 
and services if available. 
The Board also discussed the format that the Hospitals' Collective Agreement should take, and decided 
that the AHA and Royal Alexandra Agreements should be contained in one booklet, and directed that 
the booklet be printed and sent to the Locals as soon as possible. 
With regards to the Hyndman Commission on the Future of Health Care, the Board decided not 
to present a brief to the main Commission hearings. U.N.A. has submitted a brief to the Interim Com-
mission regarding the concerns of nurses. The Commission's report is now out and unfortunately does 
not address any of the concerns U.N.A. expressed. Apparently the fact that over ten thousand nurses 
were prepared to violate the law and go on strike has failed to convince the government that real problems 
exist. 
The Legislative Committee of the Executive Board presented a new policy and procedure manual, 
which was approved by the Board. In addition to deleting old and out-dated policies, the new manual 
is less cumbersome and easier to read. 
U.N.A.'s policy regarding the Department of Labour was again debated , in light of the actions of 
the Labour Relations Board and the Provincial government's actions during the hospital nurses' strike. 
The Board chose to uphold the current interpretation of our policy and the Legislative Committee will 
be presenting three motions to the Annual Meeting concerning this issue. 
The Fmance Committee reviewed the budget and made the JWleSSIII'Y money transieli.Ai.weJ!.a.i 
developing a policy regarding donations and loans to other trade unions. This policy was accepted by r'"'""T""""""='~ 
the Board and will also be presented to the Annual Meeting. 
After a thorough review of the Newsbulletin by the Education Committee, it was decided to continue 
with the present format of the Newsbulletin. The Education Committee also examined the issue of 
pensions, and information on that topic will now be provided at Contract Interpretation and Local Ad-
ministration workshops. 
The Health and Safety Committee examined how AIDS patients should be handled and as a result, 
information on Universal Precautions will appear in the August Newsbulletin. 
Finally, it was decided, after a report from the Membership Services Committee, that the 1989 An· 
nual Meeting will be held in Calgary, at the Skyline Hotel on October 17, 18. 19, 1989. The Membership 
Services Committee is also investigating political action that could be taken by U.N.A., and hopes to 
do further work on this issue in August. 
The next Board meeting is scheduled for August 9-12. Observers are always welcome. 
Provincial Office Report 
by Ron Levesque, Executive Director 
As this is my first column, I would like to take this opport unity to say that I am very pleased to be working 
for the United Nurses of Alberta . I would like to use this space on a regular basis not only to inform you 
about events in Provincial Office, but also to take the liberty of providing you with my impressions of politi-
cal and other events that affect U.N.A. 
The resp ect that the members of U.N.A. earned across this country as a result of your firm a nd coura· 
geous stand against insulting ro llbacks as well as a n unjust labour law is truly impressive. After being forced 
to express your frustrations with a deteriorating situation with·strike action , a rational person would have 
expected that even this government might have begun to question its bankrupt health care policies as well 
as its labour relations strategy. Surely, the very fact that w ithdrawing your services was a difficult personal 
decis ion for each of you, should have been interpreted as a signal that something had gone wrong. Instead 
the Tories assumed that they hadn' t been tough enough , tha.t you weren ' t scared enough , and that you were 
being misled {that is, Getty thinks you should have known that taking a rollback was your civic duty). 
To make sure you understood your place, the Tories have come up with their $500,000 piece of despera-
tion , Bill 22, a bill "that turns. back the clock of time on an already outdated labour relations act . Instead 
of addressing the problems in the hospita ls that you had clearly identi fied or of attempting to remedy your 
working conditions, they have decided to try to force you into submission . 
Moreover, recent a nnouncements make it crystal clear that they intend to continue building hospitals, but 
no t funding adequate staffing policies. The Tories continue to use hospital construction as a major form of 
patronage; they seem to think that hospitals a re a kind of personal Tory franchise of corner stores. Why 
don' t they provide money to pay nurses adequate sala ries and hire enough nurses to really staff the hospitals 
they have built? 
When this government is fina lly defeated , can't you imagine its reelection campaign? They' ll bla me the 
government of the day for the inefficient hospita l system that they, the Tories, built. Then to add injury to 
insult , they 'll probably cite the hospital system as evidence that government's are inherently bad managers 
· they should know. The remedy? Why privatization , of course. 
But is this the a nswer? Our neighbors to the south have such a system a nd by necessity it has to be based 
upon very expensive charges for health care and the restriction of the rights of health care employees. Other· 
wise profits aren't high enough to attract a nd maintain investo rs. This has not been the way we have con-
ducted our health care affairs in this country. Continued on back page 
FINAL REPORT 
Benefit Negotiations 
by Heather Smith 
What Improved Benefits? 
After repeated discussions, proposals and counter-
proposals, the negotiations between U.N.A. and 
A.H.A. to investigate improvement of our benefits 
have ended. U.N.A. has rejected the final two 
A.H.A. "options". This article explains the reason 
for U.N.A.'s decision. 
To date the only "improvement" is the re-
establishment of procedures deleted by the Provin-
cial government !eye examinations, sterilization, 
etc.). Getting back what you already had is not an 
improvement. 
The Intent of the Letter of Understanding 
In the final days of the strike, the A.H .A. remained 
intransigent, refusing to improve benefits ILTD, STD, 
Alberta Blue Cross, · Dental , Health Care, etc.). 
U.N.A. proposed a review of the current benefits, 
with the intent of shuffling the payment of premi-
ums, to derive a tax advantage, and thus an enhanced 
benefit from STD and/or LTD. The A.H.A. agreed 
to this review, with the restriction that the employ-
ers would not agree to any increase (or decrease) in 
employer monies. 
What is the present Basic Benefit Package? 
Some Locals have experienced improved benefits 
for many years. The basic package is as follows: 
Alberta Health Care 
Mandatory unless covered through your spouse's 
employer. 
Blue Cross - Supplementary Health Care 
Mandatory unless covered through your spouse's 
employer. Direct payment provision is required 
where Direct Payment was in effect on December 
3~-The basic provision is 80% reimbursement 
of claims, with a $15 annual deduction. 
Blue Cross - Dental 
Mandatory unless covered through your spouse's 
employer. Covers 80% of basic dental services. 
Short Term Disability 
Mandatory participation. Provides 60% of regular 
earnings. Benefits commence on expiry of accumu-
lated sick leave credits, or after 14 days if the em-
ployee has insufficient credits. Maximum 24 weeks 
coverage. 
Long Term Disability 
Mandatory participation. Provides 60% of regular 
earnings. Commences 24 weeks following disabili-
ty. Benefits paid for 2 years on the basis of not be-
ing able to do own job. Benefits continue after 2 years 
if unable to do any work. 
Basic Group Life Insurance 
Mandatory participation. Provides death benefit of 
1x your annual salary, rounded to the next highest 
$1000. 
Optional Life Insurance 
Employer not required to make available for em-
ployees. Optional participation . Death benefit in ad-
dition to Basic Group Life of 1x your annual salary. 
Voluntary Dependent Life Insurance 
Employer not required to make available for em-
ployees. Optional participation. Employee pays 
100% of premium. May insure spouse for $10,000 
and each child for $5,000. 
Accidental Death and Dismemberment 
!AD&D) Insurance 
Mandatory participation. Death benefit provided 
to dependents. Benefit paid if you suffer loss of limb 
or facility. 
Voluntary AD&D Insurance 
Employer not required to make available for em-
ployees. Optional participation. To supplement Basic 
AD&D, available in units of $10,000 to a maximum 
of $350,000. Employee pays 100% of pretnium. 
~l .\1.\1.\I{Y 01' \ll.\ Fl~ . \1 OI'TIO:\S 
Benefit OPTION I Cost Shared OPTION 11 Cost Shared 
Basic Life No Change 
Basic AD&D No Change 
LTD No Change 
STD No Change 
Dental 80-50-0 
EHC* No Change 
AHC* No Change 
Cost Increase 
Famlly $6.00/Month 
Single $3.47/Montb 
75%-25% 
75%-25% 
75%-25% 
75%-25% 
• 70%-30% 
70%-30% 
70%-30% 
No Change 
No Change 
No Change 
65%TAXABLE 
80-50-0 
No Change 
No Change 
75%-25% 
75%-25% 
75%-25% 
70o/o-30% 
70%-30% 
70%-30% 
70%-30% 
$6.52-$7.58/Month ·-
$4.00-$5.06/Month 
*EHC - Blue Cross ·supplementary Health Care 
• AHC- Alberta Health Care 
i~CO,\IE HEPI..\CE.\1 r~T Ht\TIOS - 19~S T .\X Bt\SIS 
BASED ON SINGLE TAXPAYER WITH NO CHILDREN 
- 60% 
Gross 
Pre STD 
Net of 60% Taxable 65% Taxable NonTaxable 
Pre STD (Current) (AHA Proposal) (UNA Proposal) 
15,000 
20,000 
25,000 
30,000 
35,000 
40,000 
45,000 
12,860 64.9% 69.3% 70.0% 
16,549 64.1% 68.6% 72.5% 
20,309 63.3% 67.9% 73.9% 
23,710 63.5% 67.9% 73.9% 
26,742 64.7% 69.6% 78.5% 
29,773 66.5% 70.7% 80.6% 
32,787 66.5% 70.9% 82.3% 
o/o Increase in .Premiums 13.7% 8.5% 
Note: The percentages listed under the Taxable and Non-Taxable heqdings 
refer to the percentage of Net income the employee would receive while in 
receipt of STD benefits 
All Benefit Premiums. are cost,.....s.ha.(ed 7-5% 
employer-25% employee. 
Enhanced benefit plans are more common in 
small and medium-sized hospitals. 
The Calgary General Hospital participates in a 
benefit plan established by the city of Calgary; the 
Glenrose sick leave and STD is also unique. 
Refer to Local Addendums. 
What's Really Happening? 
Blue Cross - Supplementary Health Care 
Based on AHA information covering 104 UNA 
Locals. 
70% Coverage - 12 Locals have 70% Basic, all 12 
provide Direct Billing. 
80% Coverage - 57 Locals have 80% Basic. 46 of 
the 57 Locals have Reimbursement with a $15 
deductible, 1 of the 57 is Reimbursement with a $50 
deductible, 10 of the 57 provide Direct Billing. 
100% Coverage - 35 Locals have 100% coverage. 
34 of the 35 have Direct Billing, 1 Local is Reim-
bursement. 
MISC: 
*92 of the 104 Locals continued to provide cover-
age for eye examinations, during the period of de-
insurance. 
*26 of the 104 provide Blue Cross coverage outside 
Canada. 
*Only 12 of the 104 are Experience Rated. 
*2 of the 104 provide Vision Care. 
Blue Cross - Dental 
Based on AHA information covering 107 UNA 
Locals. 
94 Locals have 80% Basic + 0% Extensive + 0 
Orthodontic. 
2 Locals have 80% Basic + 50% Extensive + 50 
Orthodontic. 
2 Locals have 80% Basic + 50% Extensive + 0 
Orthodontic. 
3 Locals have 100% Basic + 50% Extensive + 50 
Orthodontic. 
6 Locals have 100% Basic + 50% Extensive + 0 
Orthodontic. 
Synopsis of Benefit Negotiations 
Initially U.N.A. hoped, through reshuffling, to ef-
fect improvements in the overall coverage by 
employees-assuming 100% of the cost of STD and/or 
LTD premiums. For example, would it also be pos-
sible to improve our basic dental package or extend-
ed health care? In February the Executive Board 
authorized the Negotiating Committee to continue 
talks, provided the end cost to the membership did 
not exceed $4.00 per pay period. 
Talks commenced with the A.H.A. in mid April, 
and with the Royal Alexandra Hospitals IR.A.H.) in 
early May. For the purpose of clarity, this summary 
will first complete detailing the U.N.A./A.H.A. dis-
cussions, then explain the status of U.N.A./R.A.H. 
benefit negotiations. 
It became very clear that there is great diversity 
of coverage across the province. The cost of im-
proved benefits also surpassed our earlier expec-
tations . 
U.N.A. Proposal 
The employee would assume 100% of the cost of 
STD premiums. The current employer portion of the 
STD premium would be diverted to offset the em-
ployee cost of LTD premiums. 
U.N.A. further proposed that the employers offer 
improved voluntary benefits to employees i.e. im· 
proved dental with 50% reimbursement for exten-
sive dentistry, improved Basic Blue Cross and/or 
possibly vision care. The improved voluntary benefits 
would be 100% employee paid, but current basic 
benefits would remain cost shared 75% employ-
er/25% employee. 
If all else failed, U.N.A. was proposing only the 
exchange of STD and LTD premiums. 
A.H.A. Proposal 
Various options compiled by the A. H. A. were de-
pendent on diverting STD premiums to subsidize better 
voluntary plans. This would result in all employees 
paying more to get the tax benefit of 100% employee 
paid STD, but only those employees who participate 
in the voluntary plans would get the benefit of im-
provement in the optional plan. As 30% to 50% of 
employees do not participate in the voluntary 
plans, these proposals were rejected. 
lA letter dated May 19, 1988 detailing these options 
was distributed to Local Presidents! 
The A.H.A. rejected the straight transfer of em-
ployer premiums from STD to LTD, on the basis that 
Continued on back page 
FE,\TURE 1\RTICLE 
An Industry in Crisis 
Ontario Nurses speak out 
on the nursing shortage 
Reprinted with permission of the Ontario Nurses' Associ-
ation. {Replace "Ontario" with "Alberta" and the story 
reads the same. I 
Ontario's health-care system is in crisis, of that 
there is no longer any doubt. Evidence of the crisis 
can be found in health-care facilities throughout the 
province as reported almost daily by the news me-
dia. Some examples: 
• In 1987, Metro Toronto hospitals had to transfer 
twenty-four women with high-risk pregnancies 
to specialized hospital units in other parts of 
Ontario. 
• Just before Christmas 1987, two Ottawa hospitals 
temporarily closed their emergency departments 
to all but life-threatening cases. 
• At New Year's, a critically-ill newborn had to be 
flown by helicopter from Toronto to Buffalo for 
treatment. 
Such scenes are becoming commonplace within 
Ontario's health-care system, and various reasons 
are given -not enough beds, lack of equipment but, 
more often than not, too few nurses. 
It has been widely reported and is now generally 
believed in fact: 
• That there are not enough registered nurses avail-
able to fill the vacant, full-time nursing positions 
in Ontario hospitals. 
• That nurses have left for greener pastures - to 
take nursing jobs in other provinces or in other 
countries, or to take jobs outside of nursing al-
together. 
• That there is a ' 'nursing shortage.'' 
But is this the real story? No, unfortunately, the 
situation is far more complex and not generally well 
understood. 
Hospitals are having difficulties filling vacancies. 
Some nurses are leaving the profession. But, as a 
1987 report indicated, there are still enough 
registered nurses in Ontario for the positions 
available. 
This is the essential contradiction of the dilemma 
facing Ontario's health-care system today. The 
problem is not that too few nurses are available for 
vacant positions; it is that too few nurses are choos-
ing to work in these positions. 
The real story is that for many nurses, their much-
beloved profession has become intolerable. Its oppor-
tunities for caring have all but vanished, and many 
nurses are refusing to work under increasingly un-
bearable conditions that do not allow them to give pa-
tients the full and proper care they need and deserve. 
Nursing as nurses once knew it, no longer exists. 
Nurses are required to endure working conditions 
that greatly reduce the amount of direct quality care 
they can give to their patients. These conditions 
include: 
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• too few support staff 
• excessive patients loads 
• increasing demands to perform non-nursing 
duties 
• poor work scheduling 
These frustrating conditions, coupled with other 
working-life frustrations -lack of recognition , poor 
employer support for extra education, little say in 
health-care management - have created a crisis both 
for Ontario's nurses and its health-care system as a 
whole. 
For nurses, a collective breaking point has been 
reached, and increasing numbers of them have been 
pursuing various alternatives. While some nurses 
have left nursing altogether, most have chosen to re-
main in the profession -at least for now. Some have 
left hospitals for other nursing positions in the health-
care field. Many have stayed on hospital staffs but 
are working instead on a part-time or casual basis. 
Others have opted for working in hospitals through 
outside agencies. 
Nurses who make work-place adjustments within 
nursing are often able to have more control over their 
working lives, but the underlying problems remain 
unresolved. The result for hospitals is fewer nurses 
for full-time positions. The pain for all is reduced 
quality of patient care. 
Documenting the Crisis 
The Ontario Nurses' Association (ONA) represents 
more than 47,000 staff nurses working in hospitals 
and other health-care facilities across Ontario. In re-
cent years, these nurses have increasingly brought 
their concerns regarding the deteriorating quality of 
patient care to ONA and asked that its underlying 
causes be documented and made public. 
In response to its members' concerns, ONA com-
missioned Goldfarb Consultants to conduct a poll 
of both existing and former ONA members about the 
frustrations of being a nurse today and the condi-
tions giving rise to reduced patient care in Ontario 
hospitals. Who better to document the worsening 
state of Ontario's health-care system than its largest 
group of health-care professionals - registered 
nurses. 
The Goldfarb survey covered a wide spectrum of 
general issues and particular concerns. The ques-
tions dealt with the state of the health-care system, 
the motivations for entering nursing, the difficulties 
being faced by nurses today, the nature of the nurs-
ing shortage, why some nurses have left nursing, and 
how to make nursing a more attractive alternative. 
This position paper presents the key findings of 
the survey and some recommendations about what 
must be done, not to end a shortage of nurses, but 
to end the conditions under which more and more 
nurses are unwilling to work. 
A Caring but Troubled Profession 
Who are nurses and why did they choose nursing 
as a profession? The composite picture of Ontario 
nurses that emerges from the Goldfarb survey is 
quite clear - highly compassionate and profession-
al individuals who want to help heal the sick, but 
who are often frustrated at not being allowed to do 
their best work under increasingly unbearable em-
ployment conditions. 
The caring nature of nurses came out strongly in 
answers to questions about why those surveyed had 
chosen to become nurses and what they liked about 
the profession. The most often cited reasons for be-
coming a nurse were a desire to work with people 
and to see them get well. In addition, 20 per cent 
of those surveyed indicated they had wanted to be 
nurses since childhood, that nursing was the only 
work they had ever wanted. 
As to what was actually liked about nursing, the 
principal answers reflected the same attitude - com-
municating with, caring for, giving to, and general-
ly helping people. 
Comments from the survey show just what it 
means for many to be nurses: 
• "Making people's time in the hospital more com-
fortable''. 
• ''An opportunity to meet people and watch them 
progress with treatment''. 
• • 'Being able to make it easier for a particular per-
son to go through labour and delivery. Sharing my 
knowledge with them and being able to care for 
them when they need you. Knowing that my ex-
perience and who I am will make a difference 
to them''. 
• "Helping helpless people; helping ease the pain". 
• "Preventing the spread of disease and saving 
lives". 
• ''Helping, caring, being there for the sick''. 
That people with such aspirations and dedication 
to service should find themselves in a working en-
vironment that now does little to satisfy such self-
less motives is a profound paradox and a source of 
anger for many nurses. Not surprisingly, their im-
pressions of the quality of health care in Ontario 
were decidedly mixed. Although 59 per cent of those 
surveyed felt that the quality of health care in On-
tario was good, only 17 per cent thought it excellent, 
while 23 per cent considered it poor or fair. 
This highly critical perception of the health-care 
system was supported in the survey by the broad 
range of deeply-felt dislikes and frustrations that the 
nurses registered and which far outnumbered the 
specific likes they may have had about their jobs. 
Their primary concerns were as follows: 
Poor Working Cond itions and Relationships 
• Not enough nurses are hired for the workload. 
• Nurses find long shifts tiring and demanding. 
• Nurses have too much stress put upon them. 
• Nurses often have to do non-nursing tasks like 
clerical work or housekeeping chores. 
• Nurses don't have time to give quality care. 
• When problems arise, a nurse can be left ' 'hold-
ing the bag" without a support system. 
• Nurses experience too much bureaucrat-
idadministrative interference in the job. 
• Nurses do not have enough say in the way the 
health-care system is run. 
Inadequate Com pensat ion 
• Nurses are not compensated adequately for a job 
as stressful as nursing. 
• Nurses' salaries are relatively poor compared to 
other professions. 
• Excellence is not rewarded financially. 
• Long-term service is not rewarded, since the sa-
lary grid stops after seven years' service (50 per 
cent of working nurses are now at this level). 
Lack of Incentives 
• Nurses receive little or no recognition for their 
levels of skill or experience. 
• Nurses receive no incentive to upgrade them-
selves. " 
• Nurses find too few opportunities for ad-
vancement. 
• Nurses' pensions and other benefits are in-
adequate. 
This is an astonishing range of frustrations with 
one's working life. Particularly startling was the find-
ing that nurses spend an average of almost 30 per 
cent of their working time on non-nursing tasks. This 
crucial factor is evidence of a growing trend in health-
care facilities both in the United States and Canada 
to substitute nurses for clerical and housekeeping 
staff at the expense of direct patient care. 
Taken together, the many unsatisfactory working 
conditions of nursing that exist in Ontario today form 
an almost insurmountable barrier to the provision 
of quality nursing care to patients in this province. 
By speaking out about these conditions, nurses are 
making a collective plea for help, both to save their 
profession and to prevent further serious deteriora-
tion of long-held, high quality standards of patient 
care. 
And nurses have begun to make independent state-
ments of their own. Consider this open letter of over-
whelming concern released by the nurses of 
Toronto's Wellesley Hospital in November 1987: 
''At our hospital we are desperately short-staffed. 
Staff nurses, particularly in the Intensive Care 
units, are working 16 to 24 hours in a row, which 
is unsafe for patients and destructive to nurses' 
morale and health. The operating room, the 
recovery room and the critical care areas are es-
pecially short-staffed. At one point our operation 
room was short 19 nurses out of 48. As a result, 
operating-room time - already less than adequate 
from the surgeons' point of view - has been res-
tricted again. 
"In an effort to compensate for this, many sur-
geons are operating in the middle of the night and 
through the weekend, which means ... that the al-
ready very limited number of operating-room, 
recovery-room and .. .intensive-care nurses must 
also work these hours. At the same time, we are 
called upon to do so much overtime; we must 
work evenings, nights, holidays and weekends .. . 
"In the midst of this we must constantly up-
grade our skills, take courses and be recertified. 
We receive no financial compensation for our ad-
vanced skills. In fact, we do not receive any kind 
of recognition for these courses. A nurse who has 
worked for 25 years, no matter what her educa-
tion or expertise, receives only a little more than 
$4000 a year more than a new graduate. The 
result is that staff turnover is very high with new 
graduates constantly being hired and few nurses 
remaining long enough to develop real expertise. 
' 'The result of all this is an unnecessary lower-
ing of the quality of nursing care for our patients. 
Those of us who work in hospitals have no 
difficulty understanding why so many nurses 
leave hospital work and others are leaving nurs-
ing altogether. It is not so difficult to turn out new 
nurses, but under these conditions, it is very 
difficult to keep them working in the hospital 
area." 
The Coming Crisis 
Nurses voiced their concerns loudly and clearly in 
the Goldfarb survey about their workplace frustra-
tions and how these frustrations will affect their fu-
tures in nursing. For a significant number of those 
surveyed, the final decision has been made: they are 
going to leave nursing. 
When asked about future plans, one in seven (13 
per cent) across the province said they planned to 
leave the profession, while one in six (16 per cent) 
in the Toronto region expressed the same view. This 
potential exodus does not bode well for the future 
of the profession. Related findings from the survey 
were as follows: 
• Of all intending to leave, 37 per cent felt they 
would do so in two to three years, while 20 per 
cent did not know when they would do so. 
• Nurses with less than 10 years of nursing ex-
perience are more likely to consider leaving nurs-
ing than those with more experience. 
• Of all intending to leave, 68 per cent indicated they 
would be entering other professions. 
Finally, even among those who are staying in nurs-
ing, many are planning to change their work situa-
tions. Overall , 45 per cent intend to make a 
job-change in the same facility or move elsewhere. 
In the Toronto region, 54 per cent of those surveyed 
are planning similar action . 
The basic result of this survey on ONA members 
is clear. A crisis of monumental proportions looms 
ahead fo Ontario's health-care system unless correc-
tive actions are taken now to stem a potentially seri-
ous loss of nurses from hospitals and other 
health-care facilities across the province. Otherwise, 
what is now only an apparent nursing shortage will 
become a real nursing shortage with staggering im-
plications for both the future quality of patient care 
and the general functioning of the health-care sys-
tem as a whole. 
Recommendations for Change 
Solutions to the roblem of decliningpatient care, 
which is the fundamental issue, will require the On-
tario government and hospital administrators across 
the province to change their attitudes and policies 
regarding registered nurses, the frontline caregivers 
of our health-care system. Such changes, however, 
will require major structural adjustments if the true 
potential of nurses is to be realized and the quality 
of patient care improved. 
Four major issues require attention: compensation, 
support staff, incentives, and working relationships. 
Compensation 
Salary levels and structures must be improved to 
recognize the full value and worth of nurses so as 
to keep existing nurses and to attract new people to 
the profession. The following measures are required: 
• Highly experienced nurses should be paid at sub-
stantially higher rates than less experienced 
nurses in recognition of their advanced skills. 
• Nurses with advanced nursing education should 
be rewarded with an increase in salary. 
• Substantia.l differences in wages for evening. night 
and weekend work should be provided to help en-
sure sufficient staff for these periods. Rotating 
shifts should no longer be considered a require-
ment of employment but instead replaced with 
an option of permanent shifts. 
A comprehensive and differentiated wage struc-
ture that recognizes work experience, skills and 
knowledge gained through extra education, and a 
readiness to work awkward shifts would do much 
to relieve many of the staffing problems health-care 
facilities are currently experiencing. 
Support Staff 
Health-care facilities have reduced clerical and 
housecleaning staffs, preferring instead to impose 
many of these tasks on nurses. (As indicated, nurses 
are now spending up to 30 per cent of their working 
time on non-nursing duties.) Nursing support staff 
must be increased to allow nurses to do what they 
do best -care for their patients. Better-paid nurses 
combined with adequate support staff might yield 
better patient care without substantial increases in 
operation costs. 
Incentives 
Compared to other professions, such as teaching. 
nursing lags far behind in providing incentives for 
learning and developing skills, and staying within 
the profession . Programs encompassing tuition sup-
port and paid sabbaticals would do much to en-
courage nurses to remain with a given position 
longer, thereby reducing staff turn-over. Improved 
pension arrangements would make nursing a better 
career to consider for the long term. 
Working Relationships 
Much of the dissatisfaction nurses have with their 
working lives comes from having insufficient input 
as to how health-care services are organized and deli-
vered. Increased participation in the decision-
making process on an equal basis with other health-
care professionals and administrators would allevi-
ate the sense of powerlessness and the lack of recog-
nition nurses must now endure. The health-care 
system overall would be greatly benefited; patient 
care would be dramatically improved. 
These recommendations for change are not new; 
they have been advocated both in this country and 
elsewhere for several years. Crucial today, however, 
is the seriousness of the problems besetting the 
health-care system as best exemplified by the declin-
ing quality of patient care. The staffing problems now 
being called a nursing shortage can only be recti-
fied by restructuring the health-care system so as 
to make optimum use of the special expertise for 
quality patient care that only nurses possess. 
Nurses are ready to help solve the patient-care cri-
sis facing Ontario's health-care system today. But 
fundamental changes in the system must be made 
to allow them to function as the nurses they want-
ed, and were educated, to be. Return the nursing 
profession to nurses, and they will return to the 
profession. 
This position paper is produced by On~rio Nurses' 
Association, a union representing over 47,000 
registered and graduate nurses working in hospitals, 
nursing homes, homes for the aged, public health 
units, and industries in Ontario. 
Ontario Nurses' Association: 85 Grenville Street, 
Suite 600, Toronto, Ontario M5S 3A2 
• Copyright Ontario Nurses' Association, 1988 
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Reinstatement After 
Thmporary Position 
by Barb Strange 
It has come to the attention of U.N.A. Local Ex-
ecutives that certain employers are violating the 
Provincial Collective Agreement with respect to tem-
porary positions when it suits their purpose. 
The contract clearly distinguishes between regu-
lar or casual employees filling temporary positions 
and temporary employees hired from outside the 
bargaining unit filling temporary positions. 
Where a temporary vacancy has been filled by a 
casual, she is reinstated to casual status at the com-
pletion of the term (Article 14.02c). 
In the case of regular full-time or part-time em-
ployees, after the expiry of the temporary term, they 
must be reinstated to the position which they held 
immediately prior to taking the temporary position 
(Article 14.02b). Only if that position had been elimi-
nated in the meantime would that employee be 
placed in another suitable position (Article 14.07c). 
Some employers have not reinstated regular part-
time or full-time employees to their former positions 
after holding a temporary position, and have even 
gone so far as to require that regular employees 
make verbal or even written agreements to waive 
their right to their former positions. The employer 
has tired to force these employees to accept other 
positions or casual status at the end of the temporary 
term, in violation of the contract. Some employees 
have also been told that there is no guarantee of any 
job at all upon the completion of the term. 
Regular full-time and part-time employees who 
are not reinstated to their former positions after 
working a temporary position should grieve this mat-
ter immediately. CONTACT YOUR LOCAL EX-
ECUTIVE OR E.R.O. FOR ASSISTANCE. 
Short Staffing and 
Compulsory Overtime: 
What can be done? 
by Barb Strange 
Shortstaffing conditions worsen as the summer 
passes and nurses take their long deserved vacation 
time and Named Holiday lieu days ("stats"). 
With minimal and even substandard staffing lev-
els in most Alberta Hospitals at this time, situations 
requiring grievances and Professional Responsibil-
ity forms are increasing. Patient care has suffered 
and the potential for error and catastrophe is on the 
rise. 
Nurses have been asked to work inordinate 
amounts of overtime. Unfortunately, overtime is con-
sidered compulsory in our Agreements. Employees 
refusing to work overtime or refusing call-back, 
when directly ordered to perform that work, are 
opening themselves to the possibility of discipline 
or dismissal. 
Employers have also repeatedly denied the taking 
of vacation time and Named Holiday lieu days be-
cause of understaffing. particularly when the request 
is made for time off during evening or night shifts 
and weekends. 
What can you do? 
1. Ensure that you are paid at the appropriate over-
time rate whenever you work through rest or meal 
period or when you work past the end of any 
shift, however short the period of time you are 
claiming for may be. 
2. If you are being singled out on any discriminato-
ry basis (eg. race, sex, marital status, union relat-
ed activity, etc. - see Collective Agreement) to 
work most of the overtime, file a grievance. 
3. File a grievance if your request for time off is de-
nied solely because it is to occur on a weekend 
or during an evening or night shift, or because 
it is to occur on a weekend or during an evening 
or night shift , or because it is the summer period. 
4. Fill out a Professional Responsibility (PRC) form 
each and every time you are put in a position 
where you feel the quality of nursing care may 
be put at risk . This is protection for both your pa-
tients and your own nursing license. 
5. In cases of negligent staffing practices, report 
your nursing management under section 58 of the 
Nursing Profession Act. 
CONTACT YOUR LOCAL EXECUTIVE MEM-
BERS OR E.R.O.'S FOR ASSISTANCE WITH ANY 
OF THE ABOVE MATTERS. 
Retirement or Bust 
by Laurie Coates 
If you are approaching retirement age, BE AWARE! 
There is a trend by employers, particularly aux-
iliary hospital employers, to try and get rid of you. 
The methods they use are many but have a com-
mon result- you will no longer be employed by them. 
They may belittle and harass you so you quit or they 
may terminate you. 
Why, you ask after you've been a loyal, hard work-
ing employee for all these years? 
The answer is simple -you cost the employer more 
money than a new employee. Your salary is proba-
bly at the top level, you probably have a large bank 
of sick days that you may use before you leave and 
as a result you are costing the employer more money 
than a new employee would. Therefore you must be 
eliminated. 
Do not despair - it is not a statement about you as 
a person or your ability as a nurse. It is simply an 
economic statement to you by your employer. 
If your evaluations are suddenly poor, or the em-
ployer wants to pull you aside for ''concerned chats'', 
or you are disciplined , CONTACT YOUR UNION 
IMMEDIATELY. 
Political Action 
by judith Ford, SCD Representative 
Political awareness is one key to effecting change. Collectively this can be done through political action 
at an individual and committee level. Although grievance handling, professional responsibility committee, 
health and safety action, and other maintenance of the Collective Agreement are the primary work of a Un-
ion, political action is a related task. 
On June 6, I attended the Staff Nurses' Association Workshop on Politic&! Action. Rosemary Brown, a 
learned lecturer and legislator, was the guest speaker. Ms. Brown likened political action generally and lob-
bying specifically to growing a lawn. Both require cultivation. There are, she said, three areas in which 
to direct energy, time and money: the politician, the public and the membership itself. Discussion following 
her lecture resulted in some do's and dont's of political action. 
The Politician 
• do make contact with the politicians. 
• do attend political meetings preferably as a group rather than alone. 
• be well prepared so you can gain control of the agenda and fight back . 
• don't be eo-opted or coerced by the politician. 
• political action is a part of trying to make the politician understand your needs and demands. 
The Public 
• for public sector unions it is more palatable to the public to be seen as a fighter for the general good of 
society than it is to be seen as an interest group concerned about wages and benefits. Do, therefore, raise 
wages and conditions, but also battle the government on the privatization of health care, the de-insuring 
of services, and contracting out. 
• do write letters to the M.L.A.'s and the Editor's, phone them and access the press at every chance, thus 
ensuring your visibility as a nurse and advocate. 
The Membership 
• do report the result of the contract to the membership and make them aware that the information they 
have given you is used. 
• do let them know that you are working for them. Use The Bulletin, use the press, committee reports 
and the like. 
• U.N.A., said Rosemary Brown, by taking a stand in January 1988 against what was perceived by some 
as an all powerful government , won respect across Canada. U.N.A. is now a leader in Canada for nurses 
and labour ... the fight goes on ... and you, the membership, never lose sight of what you have done 
and can do. 
Political action will sustain and develop the political awareness of politician, public and member alike. 
"Short of becoming a legislator", Brown said, " this is the only way to have control over what politicians 
do to you! 
Dear Editor: 
I wish to thank the members of the hospital negotiating 
committee for the long hours of frustrating st rategy ses-
sions and the many frustrating hours in bargaining ses-
sions. You backed us and our requests to stand tall in the 
midst of great confusion and threatening opposition to our 
ranks. 
Aside from any d ifferences in strategy we may have had, 
due to your efforts and determined stance we again stand 
united . 
Dawn Kapler; Vice-President, Local #33 
Dear Editor: 
This is to advise you that at the Annual Meeting of UNA 
Local #3, Mineral Springs Hospital, Banff, on May 31, 
1988, the following motion was passed unanimously: 
"Therefore be it resolved that UNA Local #3 is against 
the principle behind the letter of understanding signed dur-
ing the last contract negotiations regarding hospitals 
benefits. Local #3 feels that the purpose of collective bar-
gaining is to improve the employees' wages, benefits, and 
working conditions, and that by agreeing to pay more in 
premiums, while there is no added cost to the employer, 
in order to obtain desired increases in benefits, will set 
a precedent that will make it difficult to obtain increased 
benefits in future negotiations.'' 
Local #3 views ANY increases in premiums to mem-
bers where there is no increase in premiums paid by the 
employer, to be a ROLLBACK. Local #3 sees the process 
of bargaining with AHA on how we will be spending OUR 
MONEY to be a step backwards. 
Local #3 urges UNA to research into ways that benefits 
could come under the control of the union rather than the 
employer, especially in light of difficulties that have been 
placed in the way of members who have attempted to col-
lect short-term and long-term disability insurance. Allow-
ing benefits to remain in the control of the employer with 
their choice of who will carry this insurance, gives the 
employer incredible power over those employees. 
Yours in solidarity, 
Laurie Hardingham, President, UNA Local #3 
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Aids and Nurses: 
How to avoid infection 
Gillian Piper, R.N , B.Sc.N, S.CM. B.T.T.A. 
&Jucation ConsL{ltant, Community and Occupational 
Health, Sexually 'Iran.smitted Disease Control 
Since the first case of AIDS in North America was 
recognized in 1981 there have been an increasing 
number of articles, in varied publications, about the 
disease. Initially some articles were largely specula-
tive but, as research validated some theories and dis-
proved others, we can now identify ways in which 
each nurse can reduce her/his risk of accidental ex-
posure to the virus which causes AIDS to almost 
zero. 
AIDS is, at the moment, a fata l disease caused by 
infection with the Human Immunodeficiency Virus 
(HIV). HIV is a retrovirus, whose surrounding enve-
lope is providing a challenge to the speedy develop-
ment of a safe, effective vaccine. As a viral rather 
than a bacterial infection the prospects for an early 
effective treatment is poor. 
The probability that an individual infected with 
HIV will progress to an HIV-related disease is high. 
Eyster, 1985, estimates that 2-10 per cent of HIV in-
fected individuals will progress to frank AIDS each 
year. 
HIV has been isolated from a wide variety of body 
fluids. The fluids that are implicated in transmis-
sion of the virus are blood and blood products, se-
men , vaginal secretions and breast milk. The most 
common modes of transmission are sexual inter-
course (rectal, vaginal and oral) and percutaneous 
infection with blood (sharing syringes and needles 
and, before 1985, blood or blood product trans-
fusion). 
Health care workers who provide direct patient 
care, or who handle biological specimens, may be 
at risk of exposing themselves to HIV in the work-
place. Since a report from the Centres for Disease 
Control (CDC), Atlanta, Georgia, of three health care 
workers who apparently acquired HIV infection , 
from percutaneous or mucous membrane exposure, 
concern of work-related infection has been voiced 
by many nurses. The bottom line becomes, "What 
is my risk of HIV infection in the workplace?" and 
' 'If there is a risk of HIV infection in the work place 
how can I avoid infection?" 
Modes of Transmission of HIV 
Modes of transmission are restricted to sexual con-
tact with an infected partner, percutaneous infec-
tion of infected blood and blood products and from 
infected mother to fetus or, through infected breast 
milk to her new-born child . No casual transmission 
has been reported. Friedland and Klein tabulated the 
infection rate of household contacts to individuals 
with AIDS and found that in a total of 491 house-
holds contacts there were no indications of HIV in-
fection. (Individuals who had placed themselves at 
risk of infection through sexual or parental exposure 
were excluded from all studies). 
The risk of transmission in the health-care setting 
is two fold; parental inoculation or mucous mem-
brane exposure to body fluid containing high con-
centrations of the virus. 
Transmission by Parental Inoculation or 
Mucous Membrne Exposure 
The Canadian needlestick study indicates that no 
health care worker has acquired through this route 
although the CDC (Atlanta) reports three such cases. 
The risk of acquiring sufficient HIV though mucous 
membrane exposure is not well documented be-
cause of a lack of available studies, but it is estimat-
ed at well below the risk of needlestick exposure. 
All studies on HIV transmission within the health 
care setting indicate the risk is extremely low. It also 
recognized that most occupational exposure to HIV 
would have been avoided if health care workers had 
followed established precautions for hospital and 
laboratory staff. 
Precautions 
Blood and body fluid precautions should by con-
sistently used for all patients. The HIV infected in-
dividual will not seroconvert to HIV antibody 
positive for six weeks to six months following infec-
tion. Most infected individuals are asymptomatic, 
and asymptomatic individuals have high levels of cir-
culation T-Lymphocytes than those with symptoms 
and, therefore, may have high concentration of cir-
culating virus (Occ Med. Vlahor/Polk 1987). There-
fore, one should assume each patient is infected with 
HIV, especially in areas where contact with blood 
is common as it is impossible to know who is, or is 
not infected with HIV. 
The following guidelines are from the centres for 
Disease Control, Atlanta, Georgia. 
1. Gloves should be used consistently when contact 
with blood or other body fluids, mucous mem-
brane, or non-intact skin of any patient is antici-
pated. This includes not only nurse/patient 
contact but also handling items of surfaces soiled 
with body fluids and when performing any vas-
cular access procedure. Gloves should be 
changed and hands washed after contact with 
each patient . 
2. Masks and protective eyewear or faceshield 
should be worn only during procedures that are 
likely to generate droplets of body fluids. 
3. Gowns and aprons should be worn during proce-
dure where splashes of body fluids may be an-
ticipated. 
4. If the hands or other skin surfaces are contami-
nated with blood or other body fluids they should 
be washed immediately. 
5. Precautions to prevent injuries caused by sharp 
instruments, including needles, should be used 
consistently. Needles must not be recapped, 
removed from disposable syringes, purposely 
bent or broken or otherwise manipulated by 
hand. Disposable "sharps" should be placed in 
a puncture-resistant container located as close as 
is practical to the use area. Non-disposable 
"sharps" should be places in a puncture-resistant 
container for transport to the reprocessing area. 
6. Saliva has not been implicated in HIV transmis-
sion . However, mouth pieces, resuscitation bags, 
or other ventilation devices should be available 
in areas in which the need for resuscitation is 
predictable. 
In addition to the above precautions for all health 
care workers, CDC also advises that those workers 
with exudative lesions or weeping dermatitis would 
refrain from direct contact with patients and patient 
care equipment. 
By using "Universal Precautions" consistently 
each nurse will reduce her/his chance of infection 
with HIV in the work place. By being attentive to the 
practices of other health care workers and col-
leagues, and facilitating the implementation of the 
use of universal precautions by all health care wor-
kers, nurses will continue a tradition started before 
Semmelweiss. He documented that the midwives' 
wing of an obstetrical hospital has less staff to pa-
tient transfer of illness (now known as nosocomi-
nal infection) than other wings of the same hospital 
because the midwife washed her hands frequently 
and did not contaminate her patients. Nurses will 
be in the forefront of protecting their patients, them-
selves and their colleagues. 
Shiftwork Hurts 
Health Lifestyle 
" God made owls and other species for night work," said a respondent in a recent 
study of shiftwork conducted by Local 500 of the Canadian Union of Public Employees, 
representing city workers in Winnipeg. God didn't make people for night work, as 
the evidence keeps showing us. 
Current research on the topic clearly shows that working shifts can lead to social 
and health problems. For instance, in 1985 the Wmdsor Occupational Safety and Health 
Group published a comprehensive pamphlet on the danger of working shifts. 
Shiftworkers, it stated, have double the rate of digestive disorders, triple the rate of 
ulcers and a higher incidence of heart disease than day workers. Moreover, physical 
ailments induced by shiftwork are compounded by social and emotional problems. 
The disruption of recreational and family activities can lead to a sense of social isolation. 
Results of Local500's survey, compiled in the " Shiftwork Survey Report" javaila-
ble from the local by writing to it at 400-570 Portage Ave. , Winnipeg, Man. R3C OG4), 
were consistent with previous studies. 
Almost three-quarters of the 303 reapondents said they were unhappy with shift-
work: 26% dislike or hate shiftwork while 47% only tolerate it . 
Only 25% said they enjoyed working shifts. But 77% would accept a day position 
if one were available. Thi$ figure includes many who are "reasonably satisfied" with 
their hours. Clearly, most respondents work shift out of necessity, not out of choice. 
What are the problems? 
• 76% said they did not have enough time for family. Two-thirds of the respondents 
were married. About half said working weekends isolated them from friends and family. 
• More than two-thirds said constant fatigue was a problem, to the point of affecting 
job safety. They'also complained about their inability to eat at regular times. 
• Almost half were concerned about lowered job performance. 
Local 500 \s seeking early reirement, more rest breaks, a ban on working alone, 
24-hour child care, mental health leave and special counselling for shiftworkers. On 
a trial basis, shiftworkers are now being allowed to bank premiuns as time off so these 
workers have more vacation. 
- CUPE ''The Facts''/CALM 
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BENEFIT NEGOTIATIONS 
Continued from page 3 
the A.H.A. believes the small Hospital Boards would 
not ratify such an agreement. 
The second U.N.A. proposal of improved volun-
tary plans was similarily rejected on the basis that 
the computers would not be capable of dealing with 
the new variations and the employers did not want 
employees paying different portions of premiums i.e. 
75% for the basic benefits and 100% of the cost for 
the improved benefits. 
A.H.A. Final :·options" 
In mid June the A.H.A. submitted two final "op-
tions''. Following review by the Negotiating Com-
mittee, the A.H.A. was notified of the U.N.A. 
decision to reject these two options for the follow-
ing reasons: 
A.H.A. proposed an improvement in STD in only 
one of the two options. Refer to summary chart At-
tachment A. The proposed improvement is to en-
hance STD from 60% (Taxable) to 65% (Taxable). 
This entails a premium increase of 13.7%, and af· 
fords a lesser benefit to an employee in receipt of 
STD benefits as compared to the Non-taxed benefit. 
(Refer to table differentiating Thxable vs. Non!faxable 
Benefits). Premiums were only projected to increase 
by 8.5% for the superior Non!faxable benefit. 
In short we would be paying more for an inferior 
return. 
The A.H.A. did propose to improve the Basic Den-
tal to include 50% payment for Extensive dentistry 
(therefore 80·50-0). However, the A.H.A. declined 
the U.N.A. suggestion that this would be voluntari-
ly paid for by employees who desire this benefit. The 
A.H.A. offer is tied to a permanent alteration in the 
cost-sharing agreement for all employees participat-
ing in Dental, Alberta Health Care and Alberta Blue 
Cross. 
The greatest objection is to the A.H.A. suggestion 
that cost-sharing agreements for Dental, Alberta 
Health Care and Alberta Blue Cross would be al-
tered from 75% employer-25% employee to 70% 
employer-30% employee. The Negotiating Commit-
tee is not prepared to recommend any diminishing 
of the employers' responsibility for cost-shared 
benefits. 
The highest priority for our members was an im-
proved dental plan. Unfortunately the AHA com-
puters are "unable" to allow us to pay for the 
upgrading without changing the employer's share 
of the plan . 
What's the Final Word? 
No improvement. This contract expires March 31, 
1990. 
A Comment 
Employers have cited concern for the well being 
of employees when implementing ''No Smoking'' 
and sick leave utilization policies. But comprehen-
sive health care, adequate income security in the 
event of illness, and even the right to refuse to work 
in conditions which threaten our health continue to 
allude agreement at the bargaining table. 
The real question is, if some smaller hospitals can 
afford to provide nurses with realistic levels of cover-
age, why can't all of the hospitals? Why did the AHA 
refuse to offer improved voluntary coverage, and 
then try to hide behind the lame excuse of computer 
limitations? 
As a last question, why did the AHA decline this 
opportunity to infuse a new spirit into its relation-
ship with nurses? 
What we have gained is information that we have 
never had access to, even during bargaining. This 
includes what benefits each facility actually has, a 
copy of the Alberta Blue Cross Master Agreement 
and the data concerning the actual cost of benefits. 
Preparation for the next round of bargaining has 
commenced. The U.N.A. Executive Board has al-
ready approved a motion to investigate the possibil-
ity of U.N.A. assuming administration of our 
benefits. 
A great deal of staff time is devoted to counsel-
ling members who are disadvantaged by STD, LTD, 
and Workers' Compensation Benefits. Unilateral, 
prolonged decisions by insurance underwriters are 
common complaints. Without the ability to intercede 
on the employees' behalf, we remain sideline 
players. 
Validation of the benefits in each Local and cen-
trally available information regarding the variances 
in Local coverage would be a valuable guide for 
members. Perhaps more nurses will shop for 
benefits, when considering prospective employers. 
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WORKSHOP 
SCHEDULE 
Date District 
Sept. 8 N.D.* 
Sept. 14 N.C.D.* 
Sept. 15 C. D. 
Sept. 28 S.D.* 
Oct. 5 S.C.D.* 
Oct. 13 C. D.* 
Nov. 2 N.D.* 
Nov. 8 N.C.D.* 
Nov. 23 S.D.* 
Dec. 1 S.C.D.* 
Dec. 7 C. D.* 
Workshop Location 
Contract Manning 
Interpretation 
Contract Edmonton 
Interpretation 
Health and Red Deer 
Safety 
Contract Lethbridge 
Interpretation 
Contract Calgary 
Interpretation 
Grievance I Red Deer 
Basic Unionism 
Basic Unionism Edmonton 
Basic Unionism Lethbridge 
Basic Unionism Calgary 
Basic Unionism Red Deer 
NOTE: Please be advised that the * indicates that these workshops have been formally booked by the district. 
The Royal Alexandra Hospitals 
The R.A.H. story has the potential for a better 
ending. 
The R.A.H. is prepared to allow the diverting of 
STD premiums to provide for the enhanced 60% 
Non!faxable benefit. In addition the employer antic-
ipates that the R.A.H. employees will receive 100% 
employer paid Basic Group Life Insurance. 
The employer has suggested a "capita,tion" dental 
plan. The employer estimates that for the same 
amount of money, an employee can opt for either 
the current 80% basic dental plan OR receive 100% 
basic + 50% extensive dentistry + 50% orthodon-
tic coverage, where the employee is cared for by a 
dental clinic(s) contracted to provide services to a 
core membership. 
Presently this proposal is "out for tenders". U.N.A. 
anticipates concluding an agreement with the 
R.A.H. by mid August. Implementation is planned 
for early September. 
The Negotiating Committee extends a sincere 
''Thank you'' to Barbara Surdykowski for her par-
ticipation in the U.N.A./A.H.A. and U.N.A./R.A.H. 
negotiations. 
PROVINCIAL OFFICE REPORT 
Continued from page 2 
The Tories are certainly working on trying to res-
trict your rights. Is the next step to force privatiza-
tion on the province? If Mulroney's trade deal passes 
can we expect an auctioning off, a la B.C. , of our 
hospitals to multinational health care companies? 
The months ahead should prove to be very in-
teresting for all of us. Through your leadership Al-
bertans may be able to prevent many of worst 
manifestations of this government's apparently 
warped view of the real world. 
BARGAINING 
HEALTH UNIT BARGAINING UPDATE 
by Barbara Surdykowski 
The Provincial Health Unit Negotiating Com-
mittee is u ndergoing a number of changes dur-
ing the summer hiatus. In addition to a new 
negotiator, the chairperson has resigned effective 
July 15. Linda Johnson (Leduc·Strathcona Health 
Unit) has agreed to become a member of this 
Committee. 
Health Unit bargaining is anticipated to recon-
vene in the latter part of August. The summer will 
be spent preparing to negotiate a settlement. 
I 'm sure that the U.N.A. membership extends 
1ts thanks to Cathy McDermott for her union in-
volvement and leadership. Good luck in your new 
job, Cathy. 
0 R G AN I Z IN G i 
U.N.A. WSES VOTE 
On July 13, 1988, nurses at Alberta Hospital, 
Ponoka, voted , as per the Public Service Em-
ployees Relations Board order, on whether they 
want to join U.N.A. or not. 164 out of an eligible 
234 nurses voted. The majority of voters voted 
not to join U.N.A. 
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